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Introduction 
Minocycline is a tetracycline derivative that is 
widely used in the treatment of acne vulgaris. Long- 
standing familiarity with the drug has established its 
relative safety, even when administered for prolonged 
periods of time (1). Dizziness and vertigo, nausea and 
vomiting, headaches (occasionally with benign 
intracranial hypertension) and skin rash are the most 
common side effects of Minocycline therapy. Pigmen- 
tation of various organs had been reported as a 
complication (2-4). 
In the English literature three cases of pulmonary 
infiltrates with blood eosinophilia as a result of 
Minocycline therapy have been reported (5-7). No 
cases have been reported from the United Kingdom. 
In this report we describe the case of a 36-year-old 
Caucasian woman from Aberdeen who developed 
Minocyline-induced pulmonary eosinophilia, with 
pulmonary infiltrates, blood and sputum eosinophilia 
and raised serum IgE. Re-challenge testing produced 
prompt recurrence. 
Case Report 
A 36-year-old woman with previous good health 
and no past medical history of allergies or asthma 
was referred by her General Practitioner with a 
6-week history of general malaise, poor appetite, 
weight loss of 6 kg and shortness of breath on 
exertion with an irritating, largely non-productive 
cough. She had recorded intermittent fevers (39- 
40°C) and had wakened at night with sweats. Married 
with two children, she was a non-smoker and worked 
as a hospital nurse on night shift. There was no 
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history of recent foreign travel and her only domestic 
pet was a dog. During her first visit she reported no 
recent medication. On examination she appeared thin 
and pale with a few scattered crepitations over the 
upper zones of both lungs. 
Investigations revealed ESR 110 mm in the first 
hour, white blood count 6.8 x 109- ’ with an eosino- 
phi1 count of 1.3 x 109- ’ (14%). IgE level 
807 IU ml - ’ (normal under 120), blood negative 
for aspergillus precipitins, anti-nuclear antibody and 
anti-neutrophil cytoplasmic antibody. The sputum 
showed large clumps of eosinophils with extra- 
vasation of eosinophilic granules causing the 
formation of numerous Charcot-Leyden crystals. 
Pulmonary function tests revealed normal lung 
volumes and spirometry with a mild reduction of 
transfer factor only. Plate 1 shows the chest radio- 
graph at presentation with bilateral infiltration. Liver 
function tests were normal except for a low serum 
Plate I Chest radiograph showing multilobular pulmo- 
nary infiltration. 
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albumin at 29 g 1 - ‘. Blood urea, electrolytes and 
thyroid function revealed no abnormalities. 
Pulmonary eosinophilic infiltrate was diagnosed 
and the patient started on 30 mg of oral prednisolone 
daily. On return to the clinic 10 days later, her 
symptoms had largely disappeared although she still 
experienced night sweats. Her chest radiograph had 
returned to normal and blood eosinophilia had sub- 
sided. She now revealed that she had forgotten to 
mention she had taken Minocycline MR 100mg 
daily for acne starting 6 weeks before her initial visit 
to the clinic for a total duration of 4 weeks. 
Minocycline was regarded as the probable cause of 
the patient’s pulmonary eosinophilic state. She was 
cautioned not to use it again and no further predniso- 
lone prescribed. Three weeks later she remained 
entirely as asymptomatic with a normal chest radio- 
graph and normal blood eosinophil count. 
Because both patient and physician were keen to 
determine whether Minocycline was indeed the cause 
of the syndrome, it was decided to restart the drug. 
After 2 days of Minocyline 100 mg daily she experi- 
enced a recurrence of her cough, shivering and night 
sweats. On examination, lung crepitations had 
returned and the chest radiograph showed recurrence 
of pulmonary infiltration. Eosinophils in the blood 
reached 1.9 x lo9 - ‘; 24% of the total white cell 
count. On this occasion no steroid medication was 
prescribed; Minocycline was simply discontinued 
with complete resolution of symptoms, signs and 
abnormalities of blood count and chest radiograph. 
Discussion 
In spite of its widespread use for the common 
clinical condition of acne vulgaris, Minocycline is an 
extremely rare cause of pulmonary injury. Ho et al. 
(5) described two cases of pulmonary infiltration 
with eosinophils (PIE) thought to be induced by 
Minocycline, and Otero and Goodpasture (6) 
reported one patient. Neither of these associations 
were proved by re-challenge. However a case report 
from Japan, Yokoyama et al. (7), was substantiated 
with a provocation test. 
In this case, the clinical features were very similar 
to those of the above published cases and the syn- 
drome was well proven by blood count, eosinophils 
in sputum and chest radiograph appearances. All 
features cleared with corticosteroid therapy and all 
relapsed promptly on re-exposure to Minocycline. 
This commonly-used drug should be recognized as a 
potentially lung damaging agent with pulmonary 
eosinophilic infiltration. 
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